Dear Editor:
Noncommunicable diseases (NCDs) are the leading global cause of death worldwide. Of the 57 million deaths that occurred in 2008, 36 million were due to NCDs, mainly cardiovascular diseases, cancers, diabetes, and chronic lung diseases. 1 The World Health Organization (WHO) Action Plan for the Global Strategy for the Prevention and Control of Noncommunicable Diseases 2 addresses key components of surveillance, prevention, and care. The proposed monitoring framework includes indicators of outcomes, exposures, and health systems capacity and response.
For several years the palliative care community has advocated for systematic monitoring of palliative care at national and global levels. Although several palliative care organizations report on the status of palliative care development, 3, 4 WHO member states have no obligation to monitor or report on palliative care, and available reports have had limited impact on the provision of care. The WHO revised discussion paper on the global monitoring framework 5 includes a palliative care indicator, a step forward that is welcomed by the international palliative care community. The proposed indicator is:
Access to palliative care assessed by morphine-equivalent consumption of strong opioid analgesics (excluding methadone) per death from cancer.
The inclusion of a palliative care indicator is a crucial step forward in that it acknowledges that pain relief and palliative care as among the top 12 issues on the global health agenda. However, the proposed indicator has several major limitations and weaknesses. This letter reviews these limitations and describes a proposal submitted to WHO to strengthen the indicator and eliminate some of these weaknesses.
1. The quality and scope of the cancer registries in developing countries are inadequate. As stated in the revised WHO discussion paper: ''.there remains a notable lack of high-quality population based cancer registries in Africa, Asia and Latin America, with approximately 1, 4 and 6 per cent of the populations of these respective regions being monitored.'' (12) Another WHO publication indicates there are more than 200 population-based cancer registries covering only about 5% of the world's population, and the proportion is much greater in developed countries than in developing ones. 6 Moreover, in developing countries, registries are likely to cover primarily urban areas. It is quite likely that cancer registry data in these regions systematically underestimate both incidence and mortality. 6. Opioid consumption is a weak indicator of access to palliative care. Data may indicate that, in developed countries, only about 0.4% of strong opioids are consumed in palliative care, whereas in fact most of them are used for acute and chronic noncancer pain. 7 The indicator may also suggest the false idea that an increase in opioid consumption is equal to (or sufficient for) the provision of good palliative care.
Based on the limitations stated above, the International Association for Hospice and Palliative Care (IAHPC) and several palliative care organizations proposed to WHO a modification to improve the indicator to monitor the development and progress of palliative care:
Access to palliative care assessed by per capita morphine-equivalent consumption of strong opioid analgesics (excluding methadone).
This change to the proposed indicator (morphine equivalent opioid consumption per capita) has several advantages:
1. It would avoid limitations 1 through 4 mentioned in the sections above. 2. The total population-based denominator would provide more accurate information as to the adequacy of opioid availability for all patients in need.
3. The vast majority of the countries in the world have systems in place and already report consumption of opioids on an annual basis to the International Narcotics Control Board (INCB) as part of their obligations under the Single Convention on Narcotic Drugs. This indicator would not generate any additional burden on member states.
Limitations 5 and 6 would persist and this indicator would provide only a rough estimate of the availability of opioids for pain relief.
To establish how the two indicators would differ in country monitoring, an analysis was carried out by IAHPC using consumption, population, and mortality data from 30 selected countries of the world with information provided by the WHO Department of Essential Medicines and Health Products and expert advice from Willem Scholten, PharmD. MPA, using consumption, population, and mortality data from 30 selected countries of the world. These countries were selected from all the geographical regions and the socioeconomic levels of development.
Data were obtained from available resources (Table 1) :
Total morphine equivalent consumption for fentanyl, hydromorphone, morphine, oxycodone, and pethidine was obtained. 8 Population data were identified. 10) . The ratios used in this analysis may vary from others and their differences are not the focus of this letter.
Meq, morphine equivalence.
Total consumption per capita of each medication was converted to ''morphine equivalents'' using their relative effectiveness as expressed by WHO's Defined Daily Dose (DDD). 10 (The DDD is a unit of measurement used for comparative and statistical purposes and does not necessarily reflect the Prescribed Daily Dose or the best treatment approach. The adequate therapeutic dose is a medical decision determined by each case.) Using the cancer mortality data from the IARC/WHO Globocan Database 2008, the opioid consumption per cancer death was calculated.
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The morphine equivalent consumption per capita indicates that Canada, the United States, Germany, Australia, and the United Kingdom reported above 140 mg per capita in 2010. This is consistent with consumption trends from previous years. Of the selected countries, 12 countries (China, Peru, Georgia, Malawi, Guatemala, Kenya, Ukraine, Vietnam, Uganda, India, Romania, and Malawi) reported consumption of less than 2 mg per capita.
In comparison, morphine equivalent consumption per cancer deaths would result in extremely large numbers. For example, every cancer patient who died in Canada would seem to have consumed more than 586,000 mg, almost 900 times the consumption per capita. In the same way, the indicator would imply that each cancer patient who died in Colombia consumed the equivalent of more than 18,000 mgs per year, almost 3,000 times the consumption per capita.
Similar distortion would occur in data for all the countries included in the study (Table 2) .
More important, countries with lower socioeconomic levels of development are at a further disadvantage, as they have a higher ratio, placing them in the top half of Table 2 . This means that the consumption per cancer death indicator for Jordan is higher than that for Serbia or even for Japan, even though the consumption per capita is only one-fourth and one-third, respectively.
A denominator based on cancer mortality numbers would be extremely and often erroneously small. Thus the resulting indicator would overestimate the adequacy of opioid availability and negatively impact efforts to make strong opioids accessible to all patients who need them.
The distortion between the consumption per capita and the consumption per cancer death would occur not only in the 30 countries included in this study but in all countries; with the distortion being proportional to the status of cancer registries (the less the population is monitored for cancer, the greater the distortion). This would also mean that cross-country comparisons would be of little value, especially between those that have comprehensive cancer registries in place and developing countries, where 5% or less of the population is monitored.
The consumption per cancer death indicator would further distort the situation in countries with low socioeconomic status. In many of these countries palliative care has been initiated in response to the challenge of human immunodeficiency virus (HIV)/AIDS, in close collaboration with antiretroviral treatment, and palliative care services are targeted toward this patient group. Patients with NCDs often find it difficult to access palliative care in these countries, and most often do not receive the opioid treatment they need. Thus the higher consumption per cancer death indicator would directly counteract the purpose of the Global Framework, as it would show higher values in countries where fewer patients with NCDs receive adequate opioid treatment.
Opioid treatment is required for other indications than cancer pain, including acute pain, pain in HIV/AIDS, postsurgical pain, pain in women during labor, dyspnea, and substitution therapy. Large consumption numbers with the consumption per cancer death indicator will also negatively impact the efforts to improve availability of opioids for these other indications.
The palliative care community recognizes the importance of cancer registries and advocates for and supports appropriate disease monitoring and reporting systems. However, developing a palliative care indicator based on unreliable data will lead to a weak indicator. Using opioid consumption per capita will provide a much stronger indicator with more relevance to the goals of the Global Framework.
The palliative care community is also aware that currently there are many limitations to monitoring palliative care and it will continue to work with member states and civil society to support the development of palliative care globally, so that a comprehensive, more accurate palliative care indicator can be developed, such as:
1. Palliative care capacity (number of services and fulltime palliative care providers) per 100,000 inhabitants. 2. Proportion of national disease strategies that include palliative care components or programs. 
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3. Proportion of university programs for health professions that include palliative care curricula in undergraduate and programs in postgraduate levels, including academic chairs and specialty training.
